Editor-I have to admit that I am responsible for the academic use of the word 'generation' in a reclassification that was recently published in two places. 1 2 I also have to admit that it is likely to cause confusion if the same terms are used in two different classifications. However, Professor Cook's use of the term for first generation does not apply to extraglottic airways but only to the laryngeal mask airway by reason of chronology (see precursor to Combitube below). Professor Cook's second generation is therefore second generation from the laryngeal mask airway point of view alone. Granted, it is a step change for the laryngeal mask airway to include a gastric tube, but it is not a step change in the basic functions of extraglottic airway devices (EADs). Might it be that Professor Cook defines in his letter first generation supraglottic airway devices (SADs) as 'simple airway tube' because he is trying to avoid having to include sealing in the definition? Would one call a Guedel airway that is a simple airway tube that occupies a supraglottic or extraglottic position an SAD? If Professor Cook's definition was correct and sealing was not a vital and essential characteristic of all EADs, then I would have no basis to use the word 'generation' in a classification. But the fundamental essential characteristic in any EAD is that it is an airway conduit that seals in the pharynx. We understand the implication of the necessary seal without having the need to qualify it by saying extraglottic sealing airway device when we refer to EADs. If it does not seal, it does not qualify as an EAD or SAD. Aspiration protection and intubation through the device are non-essential features that may or may not be present. Professor Cook's objection to my using the term 'generation' in a classification of EADs appears to be driven by the noble objective of giving full credit to the magnificence of the laryngeal mask airway invention, the first EAD really to change the practice of anaesthesia. However, why Professor Cook's choice of the term 'generation' is inappropriate 3 and an unfortunate choice is explained in the article that Michalek and I wrote. 2 As I see it, I think that the inappropriate use of 'third generation' by the commercial references, but not academic references, which Professor Cook refers to in his letter, may suffer from the same issue of referring to improved features (aspiration protection, conduit for intubation, bite block etc.) that do not constitute fundamental step changes in the essential function of extraglottic airways as new generations. But for the purpose of clarity, let me explain how I see it again in a different way. Please understand that I am not trying to dilute the importance of the laryngeal mask airway by including Combitube in first generation devices. The meaning of the word generation has two components: first, chronology; and second, birth of a new thing that involves a step change. Professor Cook's use of the word in his classification has neither component, because the second generation was invented before the first generation (Combitube was invented before the laryngeal mask airway), 2 4 and his second generation has nothing to do with a step change in EADs but in laryngeal mask airway alone. So that is why it would seem to be an unfortunate choice. Improving the laryngeal mask airway to minimize the risk of aspiration is an important provision of an additional feature but not a step change in the concept of EADs. The magnitude of importance is an insufficient basis for it to constitute a step change in concept of EADs even though, from the point of view of the laryngeal mask airway, it may be.
Finally, the classification we proposed 1 2 is consistent with both requirements to fulfil the role of new generations. The sequential development of devices with three different sealing mechanisms, with the first developed in the 1980s, the second in the 2000s, and the third in the present decade, represents a logical progression, each with different advantages. I would think that the third generation self-energizing sealing devices, such as Baska, 5 do provide us with the potential to use higher inflation pressures, especially if we are to extend the use of EADs to encroach further on the use of tracheal tubes, such as for the morbidly obese, with less risk of neuropraxias. We probably need to wait for more than a million uses to find out whether this is true. For all these reasons, therefore, I would disagree with Professor Cook regarding his opinion on third generation. Regarding the call for a new updated classification, I would agree with him that this is necessary. A classification of extraglottic airways along the lines we have proposed already would make a good starting point. Regarding what he refers to as second generation devices, I would say that most extraglottic airways have aspiration protection features that should be looked at and classified. I have already done that and built a vomit/regurgitation model to measure the effectiveness of these features for all the different types of EADs, presented at the Difficult Airway Society meeting in November 2013, where Professor Cook was one of the judges. intranasally at every 15 min when contraction pain was >5/10 (numerical rating scale (NRS) 0=no pain, 10=most pain). If pain had decreased by two or more points or if adverse effects developed, intranasal fentanyl administration was stopped. If the pain relief achieved with fentanyl was insufficient or if the subjects needed further pain relief during labour, further pain relief were provided according to the hospital standards, without fentanyl. Venous blood samples for the fentanyl analysis were obtained before the first intranasal fentanyl spray, at five, seven and a half, 10 and 15 min after the previous drug intake, after the last dose up to 180 min and the last sample at delivery. The fentanyl concentration in plasma was measured with an ultra-performance liquid chromatographic system. 2 Ten out of 15 subjects took 250 µg [range 100-250] cumulative dose. It seems that physiological changes, oedema during pregnancy, affect the pharmacokinetics fentanyl mucosal absorption in labouring women. The median of fentanyl concentration in plasma at 15 min after the first 50 µg dose was 0.21 ng ml −1 [0.05-0.57], (i.e. were about one third less than expected based on observations in healthy subjects having the same nasal formulation during dental surgery). The median highest concentration after the last dose was 0.79 ng ml −1 [0.26-1.38], respectively. An analgesic concentration of fentanyl 0.5 ng ml −1 3 was reached in 10 out of 15 subjects and was sustained between 33 and 140 min (Fig. 1) . After the final dose, fentanyl concentrations in plasma declined with an apparent secondary peak in some of the subjects at one to two h after the last dose, indicating that part of the dose was absorbed from the lower pharynx or the small intestine. The decrease in contraction pain appears to be rather modest. Some efficacy was shown with a peak efficacy at 60 min, however most had
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